Summary
Background: Physician-patient communication is an essential component of high-quality health care provision for cancer patients. To date, communication skills training programmes have not been systematically implemented in oncology and have low physician participation rates. Methods: As a part of a needs assessment a written questionnaire was used to explore needs and preferences (structural conditions and content) regarding communication skills training programmes for physicians working in oncology settings in 5 university hospitals in North Rhine, Germany. Results: 207 physicians took part in the survey. Analyses revealed positive attitudes and high willingness to attend such training programmes, with a preference for short trainings that are compatible with clinical practice. Suggested topics included breaking bad news, conversations about death and dying and dealing with difficult emotions. Conclusion: Communication skills training approaches should not only pay attention to evidence regarding their efficacy, but also take into consideration physicians' needs and preferences. Further research is required on the subject of barriers to participation in such training programmes.
training programmes that are longer than 24 h are more effective than shorter ones [8, 15] ; 1 recent systematic review found no clear evidence for type and duration [7] .
The ESMO/ASCO recently recommended training of communication skills in their Global Curriculum in Medical Oncology [16] . In Switzerland, CST for oncologists was implemented in 2000 and became mandatory since 2005 [17] . Germany is still in its infancy with regard to implementing CST. The National Competency-Based Catalogue of Learning Objectives for Medicine (NKLM) was the first to formulate mandatory regulations with regard to further undergraduate education and training in medical communication [18] . The learning objectives for postgraduate education are under revision. Up to now there has been no mandatory CST for oncology fellowships in Germany. On a voluntary basis, for instance, the KoMPASS training is a well-established structured 2.5-day CST programme for physicians working in oncology, which has been carried out and evaluated at various sites in Germany since 2008 and has been continued in Cologne up to 5 times a year as the training programme 'Communication Competence' [19] . The overarching goal of mandatory implementation of communication training programmes in further education to assure continuing qualification and education of all physicians dealing with oncology has not yet been achieved and poses particular challenges [20, 21] . Succeeding in co-opting the management level ('stakeholders'), the structural embedding of such programmes and the question of how to deal with the 'hidden curriculum', i.e. implicit rules, group norms and routines hindering change, are only a few of the challenging aspects that have to be addressed [22] . So far, experiences with CST programmes for physicians, which are usually offered on a voluntary basis and without mandatory attendance, have shown that extensive recruitment efforts have only succeeded in motivating a low percentage of physicians, chiefly within some kind of project, and that it may be possible that only those physicians who are already interested in medical communication competency attend these trainings. A way to increase the acceptance of voluntary CST is to fit it to the resources and needs of the clinicians in oncology. In recent years there have been some new approaches for short and modular types of CST [23, 24] with a good integration into busy clinical schedules. In general, it is a problem that most CST programs have been based on expert opinions, without consultation with future participants or assessing their training needs. This exclusion of oncology clinicians hampers the full potential of these programmes with respect of being learner centred and allowing clinicians experiences and resources to be integrated [25] .
Since early 2015, representatives from the cancer centres of 5 German university clinics (UC) (Aachen, Bonn, Dusseldorf, Essen and Cologne) have been meeting to design and develop an evidence-based curriculum for a CST programme aimed at physicians working in oncology settings. This CST programme falls within the framework of a regional further education and training network, and the aim is to implement and evaluate the programme in the respective cancer centres. The development process was conducted following Kern's model of curriculum development for medical education [22] . The first step consists of an analysis of educational needs on the basis of an extensive literature search and an educational needs assessment among the target group of physicians. The aim of the survey is to bring in the learner-centred perspective into the implementation process of a CST. The following sections present the results of the respective survey of physicians working in oncology settings at the 5 university clinics (UC).
Methods
The working group developed and consensually approved a short questionnaire comprising 10 items exploring the relevance of a physician-patient relationship for daily medical practice (4-point Likert-scale), perceptions regarding the effectiveness of communication skills training programmes (dichotomous item), the clinicians' individual willingness to attend such training programmes (4 point Likert-scale), concrete wishes and preferences in terms of course duration and structure, financing, content and topics as well as possible barriers to participation (multiple options possible). Options for content and topics were selected from the literature [7, 9, 10] .
In February 2016, around 300 physicians working in the cancer centres of 5 UC were approached by members of the psycho-oncology teams of each UC. To get a high number of respondents, we decided to distribute the questionnaire through direct personal contact during weekly routine meetings. To get unbiased answers we decided not to ask for age and gender. The exact number of the physicians who were eligible could not be given. The number of physicians who entered the weekly meetings were counted, but unfortunately there was some undocumented fluctuation during the meetings (pager call, delay). The eligibility requirements were: working as a physician in 1 of the organ cancer centres and frequent clinical contact with oncological patients. Approval for the study was obtained from the directorships and heads of the respective cancer centres in advance. The physicians were informed about the purpose of the survey, after which the questionnaires were handed out and filled in. The participating physicians gave their informed consent to further data processing. Data were collected anonymously and processed electronically. Statistical analyses were performed by simple descriptive methods and using the statistical software SPSS, version 23.
In all, 207 physicians participated in the survey, 26.6% (n = 55) of whom worked at the UC RWTH Aachen, 23.6% (n = 49) at the UC Bonn, 24.5% (n = 51) at the UC Dusseldorf, 12.2% (n = 25) at the UC Cologne and 13.1% (n = 27) at the UC Essen. The average completion rate for each survey item was 97%. The participating physicians were predominantly employed in the field of internal medicine (n = 80; 38.6%), followed by gynaecology (n = 40; 19.3%), urology (n = 20; 9.7%), dermatology (n = 18; 8.6%) and neurosurgery (n = 15; 7.2%). The disciplines of surgery, otorhinolaryngology, radiotherapy, paediatrics, nuclear medicine, neurology, psychosomatic medicine, pathology, radiology and anaesthesiology collectively accounted for the remaining 16.6% of participants.
More than half of the surveyed physicians were residents and fellows (n = 108; 52.2%); 25.0% (n = 52) were senior physicians, 14.2% (n = 29) were specialist physicians and 6.2% (n = 13) held other positions. The 5 heads of clinical departments (2.4%) also participated in the survey. For the purpose of the subsequent analyses, the researchers distinguished between physicians with minor professional experience (assistant physicians) and those with extensive professional experience (specialist physicians, senior physicians, heads of clinical departments).
Results
Of the participants, 71% (n = 147) rated the relevance of physician-patient communication for their daily practice as very high ( fig. 1 ). 78.7% (n = 163) of the surveyed physicians regarded com-munication skills trainings as effective and 91.7% (n = 190) expressed a general readiness to attend such a further training programme if it were held on the clinic premises.
A comparison between physicians with extensive compared to minor work experience revealed that 77.4% (n = 65) of the physicians with extensive work experience regarded physician-patient communication as very important, whereas significantly fewer physicians with minor work experience (n = 67; 67%) did so (p = 0.042). No significant difference was found with regard to whether such a training was regarded as useful or not (p = 0.555). 84.5% (n = 71) of the physicians with extensive professional experience, and 76% (n = 76) of the physicians with minor professional experience, reported valuing CST programmes as effective and useful with regard to their own daily practice. The physicians' assessment of physician-patient communication as important was only surpassed by the assessment regarding the possible individual benefit from a training programme.
When asked about their expectations with regard to conditions and organisational aspects of further training programmes, full leave of absence (n = 153; 76.1%) and full refund of expenses (n = 96; 47.7%) were cited most often. Most participants stated that they would prefer a course length of 1 day and a training programme encompassing 1 or 2 teaching blocks. Friday was stated as the most suitable day for further training (64.5%) (table 1) .
With regard to course content, 'breaking bad news' was mentioned most often (n = 158; 77.8%), followed by 'responding to difficult emotions' (n = 138; 67.9%), 'communication about death and dying' (n = 137; 67.4%), 'dealing with medical errors' (n = 116; 57.1%), and 'discussions about discontinuation of therapy' (n = 114; 56.1%) (multiple responses possible) ( fig. 2) .
The comparison between the preferences of physicians with extensive (n = 82) and minor professional experience (n = 100) revealed that 'breaking bad news' was regarded by both groups alike as the most important topic. Less experienced colleagues rated the topic of 'conversations about death and dying' as the next most important topic, compared to 'dealing with difficult emotions' among the more experienced physicians. The third rank was given to the respective other topic, which identifies these 3 topics as the ones mentioned most often, irrespective of participant's work experi- ence. In contrast to their colleagues with extensive work experiences, less experienced physicians rated 'conversations about sexuality', 'communication within the team' and 'ward rounds' as topics of minor importance (table 2) . The most reported barriers to participation in further communication trainings were lack of time (n = 62), no leave of absence (n = 17) and lack of necessity of CST (n = 11).
Discussion
The present study sought to investigate the visible gap between the recognised importance of communication competency for physicians working in oncology settings [4] and the nonetheless low rate of participation in past CST in actual daily practice. 207 physicians working at certified organ cancer centres and cancer centres of 5 university hospitals were surveyed with regard to their perceived needs for CST programmes and concrete structural and content-related wishes and preferences. The participating physicians rated the significance and relevance of physician-patient communication for their clinical practice as high and reported high readiness to participate in such trainings. This positive attitude increased with advanced professional experience. The majority of physicians preferred trainings of short duration (not longer than 1 day), during their regular working time as further education with full leave of absence. Analyses revealed a high congruence with regard to the topics mentioned as most relevant. Irrespective of professional experience, the topics of 'breaking bad news', 'responding to difficult emotions' and 'communication about death and dying' were deemed as most important.
Most of the younger physicians should have received some formal training in 'breaking bad news' during their undergraduate medical education [18] ; it is still one of the most prominent and important topics for postgraduate medical education in oncology [26] .
This survey revealed a generally positive attitude towards CST in the oncology setting, in line with others surveys [27] . A certain degree of social desirability (in terms of self-perception and perception by others) may, in part, account for this response tendency. However, our decision to not collect participants' sociodemographic data would have likely reduced participants' fear of response tracking.
The finding that physicians' positive attitudes towards communication competency increase with professional experience may be rooted in the fact that the complexity of daily clinical practice is a particular and upsetting challenge for physicians at the beginning of their medical career. At this point in their working life, the cognitive command of medical diagnostic knowledge and instrumental skills tends to take precedence over the frequently less tangible and more complex communication competencies. On the other hand, it could very well be that younger physicians might already have benefitted from the developments of the last 10 years, with numerous model curricula and reformed study programmes. These give increasing priority to the education and training of communication competency and, therefore, younger physicians might indeed have less need of further training measures. Some studies have indicated that oncologists with a high number of clinical years working with direct patient encounters have a higher risk for burnout and fatigue [28] . Therefore, physicians with a lot of professional experience might have a higher need (and positive attitude) for CST, because CST can help dealing with difficult encounters (and emotions).
The results of the present study provide possible explanations for the question of why positive attitudes towards CST do not necessarily translate into higher participation rates. The majority of the surveyed physicians wished for low-threshold CST that are easily compatible with their daily medical practice. Leave of absence seems to be the most important determinant in fostering participation in CST programmes. The participants were, however, not asked to clarify whether the approval of a further training measure was already regarded as 'full leave of absence' or whether it related to an in-house further training measure during participants' working hours. Perhaps this item indicates the participants' wish for a greater measure of acceptance of such further trainings by senior physicians and heads of clinical departments who are responsible for approving and realising leaves of absence in daily clinical practice.
It might also be possible that previous CST programmes did not pay enough attention to the needs of future or potential participants, but were mostly designed and developed on the basis of scientific evidence regarding duration and content of such training programmes [7, 25] . This assumption is corroborated by 'lack of time' being 1 of the most frequently mentioned barriers to participation in CST. Multi-day, chargeable training courses that are held at weekends and offered as external further training programmes seem to attract physicians who are particularly interested in that programme, but fail to reach the majority of physicians working in oncology settings. The results of the survey indicate that a modular further training course with short half-or 1-day teaching sessions that are structurally embedded in the clinic's further training programme might be a better way to implement voluntary CST in a cancer centre than the existing 2-3-day external trainings. In addition, such a modular approach might also offer various courses addressing topics of individual interest. Such a modular curriculum for a CST was, for instance, successfully implemented in a cancer centre by Kissane et al. [9] and by Epner and Baile [24] .
The present study has several limitations. The questionnaire was not subjected to a pre-test, and various item formulations were not reviewed for comprehensibility. It had defined concrete clinical tasks and topics of clinical encounters chosen from the literature (e.g. providing information, dealing with emotions, transition to best supportive care, breaking bad news) without operationalizing the content. Some of the clinical tasks are highly intertwined. The study sample was not reviewed for representativeness. In recognition of questionnaire length and a low participation threshold, we decided not to collect sociodemographic data. The participants' age and gender, for instance, was not collected even though it is known that female medical students and physicians place greater value on physician-patient communication, have a more positive attitude towards learning communication skills and are more critical in the self-appraisal of their communication competencies than their male colleagues [28] [29] [30] .
A further limitation lies in the survey being restricted to selected organ cancer centres where some medical disciplines, e.g. surgery, are hardly represented. There is a wide variation across the various medical specialities regarding attitudes towards communication competency. We have succeeded in providing valuable insights into general and structural conditions as well as content preferences for CST, and offer a first glimpse into possible barriers to participation. The study does not, however, provide an in-depth analysis of these barriers. Physicians might, for instance, fear a discrepancy between expected and actual competency in dealing with difficult topics of communication, the possible exposure of communication difficulties within the team or concerns regarding a too-personal emotional involvement when dealing with issues like death and dying. At the institutional level, the implicit presumptions and norms, i.e. the so-called hidden curriculum, or the insufficient co-opting of stakeholders are known factors that may hinder change [21, 31] . Future qualitative research might provide further insight about hindering factors and barriers as well as possible solutions to address and overcome them.
Parties engaged in developing CST programmes should not only take account of the perspectives of experts and the target group of physicians working in oncology settings, but also take consideration of the patient perspective. Another important future task of research is the evaluation of the efficacy of CST programmes for physicians by patients.
Despite the limitations mentioned above, the present study has succeeded in providing valuable insights and suggestions for the development and implementation of CST to be offered within the framework of a regional further education and training network in 5 university clinics in North Rhine, Germany. 1-day training sessions are going to be held on a rotating basis at the various participating university clinics on Fridays (as part of a modular further education curriculum for communication in oncology) on the topics obtained from the survey. Particular attention is to be awarded to the aspects of compatibility with daily clinical practice, formal approval of leave of absence and financial coverage by the respective clinical departments and clinics. In addition, the training programmes will be systematically evaluated.
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